There is much discussion on medical ethics literature regarding the importance of the patients\' right for self-determination [@B1]. In practice, this means that after a thorough recognition of possible risks and benefits within the suggested therapeutic option, the patient makes his own free decision. However, stepping between physician\'s obligation for optimal care and patient\'s preferences, ethical difficulties are often raised [@B2]. Remarkably, in a survey of physicians\' attitudes about life-sustaining interventions, although respect for patient autonomy was highly valued by the physicians, their actions were not always resulted cohesive to this principle [@B3]. In this brief communication, we discuss some of the limitations of patient\'s autonomy with the aim to draw attention to the ethical complexity of medical decision making in the everyday clinical practice.

Competence, clarity of the information provided by the physician and humanistic voluntariness are considered to be basic ingredients of a successful decision making process [@B4]. However, things are not always so simple. Cassileth*et al.* reported that 6 out of 10 patients did not understand the goal of their treatment [@B5]. Additional parameters that may constrain patient\'s autonomy include cost of therapy, limited public resources and difficult access to the place where therapy is provided [@B4]. Furthermore, alcohol addiction or psychiatric disorders also represent complex conditions that may interfere with the patient\'s decision making capacity [@B4].

In the acute hospital care, physicians offer their services at one point in time and orientate their duty of care towards the facilitation of immediate therapeutic results, frequently obtaining a conventional informed consent about acute therapeutic interventions [@B6]. The emotional stress of a patient suffering an urgent condition and the fact that his mental status is likely to be yet unassessed, often make physicians practically unable to decide on patient\'s decision making competency, especially in cases of treatment refusal [@B7]. This fact creates a gap between theory and practice without excluding cases of \'iatrogenic\' paternalism [@B7].

Similar problems become even more challenging in the context of an Intensive Care Setting (ICU). The \'ephemeral\' and acute case-contact in an ICU environment may compromise physicians\' capacity to discuss end of life choices leading to further poor-skilled interactions of critical care staff with families [@B8]. Aspects of such limitations may become more evident when ICU specialized staff faces the refusal of a patient\'s family to consent to organ donation [@B9],[@B10]. Not surprisingly, duration of the consent discussion and convincing response to families\' concerns are related to higher donation consent rates [@B9].

From this standpoint, we feel the need to highlight the role of physicians, from primary to tertiary care, who maintain increasingly trustful relationships with their patients by offering compassion and humanity [@B11]. Understanding the ways that physical or psychological factors trigger patients\' thinking, it is more likely to prevent damaging behaviors. By assessing patients\' needs, physicians can support the integrity of patients\' decision making process and enhance their autonomy with respect to their own and real preferences. In this direction, a multilevel assessment of the patients\' needs is important in order to build efficient communication interventions. Rarely, one\'s decision for a less optimal care may be influenced by the manner that choices are given, particularly in systems that face conditions of crisis. In order to avoid this potential risk, efforts to install a universally accepted process of \'negotiation\' based on concrete ethic values and do how deserve emphasis from the early undergraduate training of the care providers.
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